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degeneration of the epithelial lining of the teratoma. In the year and 
a half that has elapsed since operation there has been no evidence of a 
recurrence, a fact uniquely at variance with the heretofore reported 
cases. This suggests the possibility that with early carcinoma the 
prognosis may be good because of the thick protecting capsule of the 
teratoma. 


Secondary Syphilis of the Uterus. —Secondary syphilis of the uterus 
is seldom recognized and in the few cases that have been reported, the 
lesions have consisted of macules, papules and ulcerations located on 
the outside of the cervix. In a most interesting case reported by 
Gellhorn ( Surg ., Gynec. and Obst., 1919, xxix, 374) the signs differed 
from this general picture in several important particulars. Whereas in 
all previously known cases the lesion was situated upon the outside of 
the vaginal portion, this is probably the first instance where the specific 
affection could be demonstrated within the cervical canal. This was 
possible because there was a marked eversion of the cervix which exposed 
the lower third of the cervical canal. The cervical mucosa showed poste¬ 
riorly, an oblong patch, about f cm. in its longest diameter, which lay 
about \ cm. from the external os. This patch was very slightly raised 
above the neighboring mucosa and had a finely granular, pinkish sur¬ 
face. At the circumference and extending a little into the patch was a 
faintly yellowish discoloration. Two other smaller and more nearly 
round patches lay to the right of the larger lesion, and a fourth patch 
could be seen upon the mucosa anteriorly. All these patches felt soft to 
the touch and bled very slightly when rubbed with a cotton-armored 
applicator. The secretions from these patches showed an abundance of 
very active spirochetes of the typical pallida variety. There were no 
secondary lesions anywhere on the body, and as the state of the primary 
lesion on the labium minus indicated the recent date of the infection, 
the intracervical ulcerations must be regarded as the first and only 
secondary manifestations of syphilis in this patient. Another important 
point that has been brought forward by this case has to do with the 
heretofore accepted view that the normal secretions of syphilitic 
women may cause infection even in the absence of local specific manifes¬ 
tations. In the light of the present observation, however, this conclusion 
may have to be modified, since the fortunate coincidence of a cervical 
tear permitted Gellhorn to inspect the inside of the cervical canal and 
to find there the specific lesions with their rich supply of spirochetes. 
It is permissible to assume that in all the previously reported cases in 
which syphilis was transmitted in the absence of any apparent lesions 
in the vagina or on the cervix, that such lesions existed within the 
cervical canal but were invisible through the closed external os. Until 
further evidence to the contrary is obtained, it will be safe to adhere 
to the old view that discharges contain spirochetes only in the presence 
of a local lesion. 


Operation for Hypertrophic Elongation of the Cervix. —The opera¬ 
tive procedure that has been suggested by Noble (Am. Jour. Obst., 
1919, lxxx, 409) for the correction of that interesting condition known 
as hypertrophic elongation of the cervix uteri, consists of resection of the 
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middle portion of the cervix supplemented by a shortening of the utero- 
sacral ligaments by way of the vagina. The incision is made in the 
anterior median line of the vagina after the manner of a vaginal hys¬ 
terectomy except that in place of encircling the cervix, the ends of the 
“ Y” terminate at the side of the portio vaginalis. The bladder is liber¬ 
ated from the trigonum to the uterovesical peritoneum and laterally 
the dissection is extended outward along the base of the broad ligament 
to the ureter on either side and the peritoneum of Douglas’s pouch is 
stripped free from the cervix up to the internal os. After liberating the 
neck of the uterus it is detached from the vagina by a V-shaped incision 
cutting from either side downward and toward the axis of the cervical 
canal. The incision should be made low enough to place the apex of the 
V at the vaginal junction. The resection is then completed by a similar 
incision immediately below the internal os, the effect of which produces 
a wedge-shaped stump of the uterus which will fit over the remaining 
cervical stump. At this point, the finger is passed into Douglas’s pouch 
to locate the uterosacral ligament on the patient’s left. Should it be 
completely effaced its markings may be located by drawing the uterus 
downward when a fold may be felt extending from the cervicocorporeal 
junction to the sacrum. With a pair of curved artery forceps thrust 
through the base of the broad ligament in the space between the uterus 
and the ureter (below the uterine artery) the fold or ligament is drawn 
well into the vagina and temporarily secured by a retention suture. 
The ligament on the opposite side is secured in like manner. Following 
this step the wedge stump of the uterus is secured in the V of the vaginal 
stump, first introducing a forceps or similar instrument through the 
vaginal portion and into the cavity of the uterus. Upon such an instru¬ 
ment the two sections are brought together and secured by a mattress 
suture of kangaroo tendon on either side, the two sections practically 
"dovetailing” into one another. To maintain perfect alignment of 
the canal a suture of catgut fixes the tip of the wedge into the angle of 
the V. By pulling upon the temporary retention sutures attached to 
the uterosacral ligaments, the latter will be drawn into the denuded 
field and tracing them step by step, using one pair of forceps after 
another, they may be brought far enough into the vagina to be sutured 
together in front of the cervix, the latter being forced well back into 
the hollow of the sacrum to secure normal fixation of the lower pole of 
the uterus. The excess of the vaginal flaps is then trimmed away and 
the vagina is closed with kangaroo tendon, the lower angles of the 
incision being left open for drainage. The edema of the vaginal portion 
which follows commonly disappears without attention but when the 
hypertrophy is due to inflammatory changes, wedge-shaped sections of 
anterior and posterior lips may be removed with good effect. On 
account of the relaxation of the vagina and its outlet, posterior col- 
porrhaphy with especial attention to constructive reinforcement of the 
perineum is essential to effective employment of the mechanical prin¬ 
ciples involved in the technic of the operation. 



